Stanford type A aortic dissection (AD) is a rapidly progressive disease associated with a very high mortality rate, especially in the absence of emergent surgical repair. However, very rarely, few cases remain undiagnosed in acute phase because of atypical or absent symptoms. We present such an atypical case of a chronic painless type A AD in an elderly female, who is still surviving at 6 months follow-up without any surgical/catheter-based intervention. This case emphasizes that chronic type A ADs have different natural history and could potentially be managed differently from the acute lesions. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
IntroductIon
Aortic dissection (AD) is a catastrophic condition which can be classified according to the Stanford classification into type A and type B. Type A involves the ascending aorta (with or without extension into descending aorta), while type B are those which do not involve ascending aorta. [1] Acute type A AD has a mortality of 50% within the first 48 h and 90% at 1 month, if not operated. [2] This is despite the fact that many cases are still missed because of incorrect diagnoses, prehospital mortality, or failure to recognize dissection as the cause of a complication. [3] Surgery reduces 1-month mortality from 90% to 30%. [4] Despite improvements in surgical and anesthetic techniques, perioperative mortality (25%) and neurological complications (18%) remain high. [2] [3] [4] It is extremely rare to find a patient with chronic type A AD involving the whole of the aorta and its branches and still surviving without surgery at 6 months after diagnosis. Such patients are likely to have different pathophysiological mechanisms compared to acute lesions.
caSe rePort
A 75-year-old hypertensive female presented with insidious-onset, progressively increasing dyspnea of 12 weeks' duration. No history of chest pain or syncope was recorded. On examination, her pulse rate was 100/min and blood pressure was 190/30 mmHg. All the peripheral pulses were palpable. 
dIScuSSIon
AD is classified as "acute" when present for <2 weeks and "chronic" when present for >2 weeks. [3] Acute type A AD is often fatal, so chronic type A AD is likely to have pathological and physiological differences that allow the disease process to settle down. In a recent review of 696 type A dissection repairs, it was observed that chronic type A ADs were more often associated with bicuspid aortic valve morphology and were less likely to extend beyond the arch, compared with acute lesions. [5] However, in the present case, dissection involved almost the whole of the aorta and extended up to the femoral artery.
Chest or back pain is the most common presenting complaint in acute AD, occurring in up to 96% of the cases. [6] However, no such history was recorded in the present case. Registry data show that in patients presenting without pain, the most common clinical presentation includes AR (40%-75%), syncope (15%), stroke (<10%), myocardial ischemia (10%-15%), acute renal failure (15%-20%), or congestive heart failure (<10%). [6] Heart failure that occurs in AD is commonly related to AR. [6] Although surgery is the gold standard treatment of type A AD, acceptable outcomes in late-presenting patients with type A AD managed temporarily or permanently without operative intervention have been reported. [7] Histological evaluations have suggested that a remodeling process might stabilize the false lumen through the development of a new endothelial lining and thickening of the media by the production of new smooth muscle cells. [8] This remodeling process might explain the relative stability of chronic type A ADs and also provides logical support for the medical management of uncomplicated asymptomatic lesions. However, no significant data exist that adequately define the outcomes of nonoperative management for this subset of patients. In fact, many cases reportedly have been associated with sudden onset of delayed symptoms, false lumen expansion, and progressive aneurysmal dilatation. [3] The small number of cases continues to limit our understanding of treatment options in chronic type A ADs. The current body of evidence suggests operative modality as the most suitable treatment strategy for these chronic lesions. [3, 5] 
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